A prospective clinical feasibility study for multimodal "fast track" rehabilitation in elective pancreatic cancer surgery.
Surgery on the pancreas is a major abdominal procedure leading to a number of pathophysiological alterations during the early post-operative period. Novel approaches to perioperative care including shortened pre-operative starving periods, pre-operative glucose load, sophisticated pain management and early enteral feeding have resulted in major improvements of surgical results after major colorectal surgery. These alterations of perioperative care have been introduced to visceral surgery as so-called fast track surgery or multimodal rehabilitation (multimodal rehabilitation, ERAS = enhanced recovery after surgery). So far it is not known whether or not these approaches can also be applied in pancreatic cancer surgery. Twelve patients underwent fast track rehabilitation after pancreatic cancer surgery and their clinical course was compared with age-, sex-, and disease-matched control patients. In addition to clinical parameters (resumption of gastrointestinal function, complication rates, postoperative length of stay) we compared leukocyte counts and C-reactive protein serum levels of both patient groups. Patients recruited for this prospective study received clear carbohydrate rich fluid until two hours before surgery. Bowel preparation was reduced to one-time administration of a laxative and pain treatment consisted of thoracic epidural analgesia in combination with COX-II inhibitors. Intraoperative fluid administration was restricted to 500 cc of colloids and 500 cc of electrolytes. Oral food intake started on the day of surgery with clear fluids and was increased to a small amount of solid food on day 3 after surgery. Complete enteral nutrition was initiated on day 5 after surgery following opaque media examination of the upper gastrointestinal tract. Demission from hospital was planned on day 10 after surgery. The clinical course of patients undergoing fast track rehabilitation was significantly faster regarding resumption of bowel function and complete enteral nutrition. Furthermore, postoperative length of hospital stay was significantly shorter in fast track patients. While routine laboratory parameters showed similar changes during the postoperative course after pancreatic surgery, the clinical outcome parameters clearly indicated that the concept of fast track rehabilitation can be even beneficially applied to these high-risk patients undergoing elective surgery for pancreatic cancer.